Unintentional and Intentional Injury

Health Objectives for the Year 2010: Reduce the incidence and severity
of unintentional and intentional injuries.

Health Implications

In 1995, 143,000 Americans died from
injuries sustained from causes such as
motor vehicle crashes, falls, fire, drown-
ings, poisonings, homicides, and sui-
cides. This number translates into the
death by injury of more than 390 people
each day, of which at least 50 are
children." The cost of injury in 1995 was
estimated at $260 billion.? One death
out of every 14 in the United States
results from injury. Approximately two-
thirds (65%) of these deaths were
classified as unintentional injury (e.g.,
motor vehicle crashes, Fire and burns,
falls) and one-third (35%) as being
caused by intentional injury (e.g.,
homicide, suicide, abuse, assault).’

Unintentional injury is the fifth
leading cause of death in Lancaster
County. It is the number one killer of
Lancaster County residents between the
ages of 1 and 29 years.?

The risk of injury is so great that most
people sustain a significant injury at
some time during their lives. Neverthe-
less, this widespread human damage is
too often benignly accepted in the
erroneous belief that injuries happen by
chance and are the result of unprevent-
able “accidents.” These occurrences are
not “accidents,” or random, uncontrol-

lable acts of fate, however; injuries are
predictable and preventable, and
preventing them costs much less than
treating them.’

Violence is pervasive in our society
and reduces the quality of life. Ameri-
cans are shocked by reports of children
killing other children in schools, and
parents are concerned about the safety
of their children at school. Reports of
gang violence even in small towns and
rural areas make people fearful for their
own and their family’s safety. An in-
crease in suicides among young people
and the elderly raises concerns about
the vulnerability of people in these age
groups. Intimate-partner violence and
sexual assault threaten women in all
walks of life. Violence claims the lives of
many of our nation’s young people and
threatens the health and well-being of
many Americans. On an average day in
the United States, 70 people die from
homicide, 87 people commit suicide, as
many as 3,000 people attempt suicide,
and at least 18,000 people survive
assaults.’

Domestic violence occurs at all
hours, seven days a week, and in all
parts of Lincoln and Lancaster County.
The number of clients served at both
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the Rape Spouse Abuse Crisis Center
(RSACCQ) and Friendship Home has
increased, but calls to RSACC's 24-hour
Crisis Line and requests for shelter have
declined from record levels in 1997.

There were only eight days in 1998
when law enforcement officers did not
investigate either a domestic assault or
protection-order violation in Lancaster
County. There were 15 days in which at
least 10 cases were investigated.*

Poverty, discrimination, a lack of
education, and limited employment
opportunities are important risk factors
for violence and must be addressed as
part of any comprehensive solution to
the epidemic of violence. Strategies for
reducing violence should target youth,
before violent beliefs and behavioral
patterns can be adopted.’

The public health approach to reduc-
ing violence is multidisciplinary and
enlists many strategies and programs.
Our society still has a strong conviction
that violence can be prevented. Much
has been learned about the impact of
violence and the burden it imposes on
society. Additionally, there are many
potentially effective intervention strate-
gies, such as parent training, mentoring,
home visitation, and social-cognitive
curricula, for violence prevention.’

Five causes of injury (motor vehicle
crashes, falls, Fire and burns, suicide,
and child abuse and neglect) have been
selected for emphasis in this report due
to their tremendous public health
impact. The entire community is af-
fected by these five causes of injury,
either directly or indirectly. The injuries
result in heavy personal and societal
monetary costs (i.e. medical care,
rehabilitation, insurance rates, lost or
reduced wages) as well as costs related
to human suffering, such as emotional
and psychological damage, and in some
cases the propagation of negative life-
altering behavior (e.g. many abused
children grow up to become child
abusers or criminals.)™

(Please see the Animal Control chapter
for information about injuries caused by
contact with animals.)

Motor Vehicle Crashes

Motor vehicle crashes (MVC) remain the
single largest cause of injury deaths in
the United States: in 1997, 41,967
people died as a result of a motor
vehicle crash. Of those, 315 occurred in
Nebraska, including 21 in Lancaster
County.®> The direct cost of all these
fatalities to the nation was $47 billion.

An average of 2.2 million Americans
per year suffer a disabling MVC, related
injury.® Almost half of all spinal cord and
traumatic brain injuries are caused by
these crashes.” Over 13,000 Lancaster
County residents were treated in local
emergency rooms for injuries resulting
from a motor vehicle crash during the
1992-95 four-year period. Motor vehicle
crashes were the leading cause of
accidental death in Lancaster County in
1994 and the second leading cause of
accidental death in 1995.2 The magni-
tude of the direct and indirect impact on
society of MVC, related death and injury
dictate that it remain a priority public
health concern.

Falls

Falls are the leading cause of injury in
Lancaster County. Falls accounted for
23% of the injuries treated by local
hospital emergency rooms from 1992 to
1995. Over 7,000 Lancaster County
children under 14 years of age were
seen by emergency room doctors for
treatment of fall-related injuries during
the 1992-95 four-year period.? Child-
hood fall injuries can result in disabilities
that have lifelong effects. Nationally,
falls are the second leading cause of
injury deaths among people aged 65 to
84 and the leading cause for people
aged 85 and older. In Lancaster County,
falls are the most common cause of
injuries and hospital trauma admissions
among the elderly. The impact of these
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injuries on the quality of life is enor-
mous. Half of all elderly adults hospital-
ized for hip fracture cannot return home
or resume independent living after the
injury.! This is a tragic conclusion to the
lives of individuals who might otherwise
be healthy.

Fire and Burns

In 1997, an estimated 83,000 children
aged 14 and under were treated in the
nation’s hospital emergency rooms for
burn-related injuries. Fires are the
second leading cause of unintentional
injury death among children. Losses to
society from childhood burn deaths and
injuries total approximately $5.5 billion
annually.® An average of 600 Lancaster
County residents each year receive
emergency room treatment for burn
injuries.® Burns have long been recog-
nized as among the most painful and
devastating injuries a person can sustain
and survive. Burns often require long
periods of rehabilitation, multiple skin
grafts, and painful physical therapy,
leaving victims with lifelong physical
and psychological trauma. Older adults
are at increased risk of fire-related death
because they are more vulnerable to
smoke inhalation and burns and less
likely to recover.®

Suicide

Suicide is the ninth leading cause of
death in the United States, and the
second leading cause of death among
Nebraska males aged 15 to 29.' It has
been estimated that for every suicide
resulting in death, eight others are
attempted.’® Although death of any sort
has an emotional impact on surviving
friends and family members, suicide is
unique. Suicide has a social stigma,
which leaves survivors to cope not only
with the grief and upheaval of losing a
loved one but also with the perceptions
and biases of friends, neighbors, and

society in general. Suicide may put
tremendous stress on family members
and friends who blame themselves for
their loved one’s actions and subse-
quent death."

Child Abuse and Neglect

“Child abuse” is a general term used to
encompass the physical abuse, psycho-
logical or emotional abuse, sexual abuse
or sexual exploitation, or neglect of a
child.”" In the United States, more than
3 million reports of child abuse and
neglect were filed with authorities in
1997."2 Child abuse is not confined to
any socioeconomic, ethnic, or religious
sector of society. It is a function of
poorly controlled adult behavior, which
is usually the result of emotional,
economic, or family stress."

Child abuse carries high costs for
individuals and society. In cases of
severe injury or death, the human
suffering cannot be calculated. Seriously
abused and neglected children can
suffer permanent neurological, physical,
and developmental damage. The trans-
fer of sexually transmitted diseases is a
frequent result of child sexual abuse,
and unwanted pregnancies are not
uncommon. Even less severely abused
children may be cognitively, linguisti-
cally, and physically impaired.®

Retrospective studies of institutional-
ized adults reveal a significant number
of childhood abuse cases. Among
juveniles arrested for delinquent acts,
80-90% report a history of abuse and
neglect. Adults who mistreat children
and/or spouses frequently were abused
children themselves. Long-term prob-
lems, such as dropping out of school,
abusing alcohol and other drugs,
committing suicide, or participating in a
multitude of other behaviors that have a
negative impact on the community, are
also often associated with victims of
child abuse.®
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Current Status and Trends

Motor Vehicle Crashes

According to the Federal Department of
Transportation, the societal cost of
motor vehicle crashes exceeds $150
billion annually. The motor vehicle death
rate per 100,000 people is especially
high among 16-year-olds to 24-year-olds
and people aged 75 years and older. At
all ages, males have higher motor
vehicle death rates per 100,000 people
compared to females.

Rates of motor vehicle deaths have
declined substantially over the past 25
years, even taking the increasing num-
bers of drivers and miles traveled into
account. For example, had the mileage
death rate of 1972 prevailed in 1996,
the number of deaths would have been
almost 110,000 rather than 43,399.
Over the past three decades, dramatic
progress has been made in reducing
motor vehicle injuries by (1) understand-
ing the factors that increase the risk of
injury; (2) designing interventions to
reduce these risks; (3) implementing and
then evaluating a wide array of interven-
tions assessing their benefits and costs;
and (4) providing this scientific founda-
tion to inform individual and business
choices and public policy judgments.?

On January 1, 1993, Nebraska joined
the growing number of states legislating
mandatory safety belt use. Forty-nine
states have safety belt laws. The enact-
ment of Nebraska's law, increased
enforcement, and enhanced and ex-
panded public education efforts have
resulted in a greater than 50% increase
(33% in 1992, 67.9% in 1999) in safety
belt use statewide. During the same
period, Lancaster County safety belt use
increased from 38% to 66.9%. Although
this is encouraging, there is room for
improvement. Young people continue to
be inconsistent users of safety belts.
According to the 1999 Lincoln-Lancaster

County Youth Risk Behavior Survey, only
34.4% of Lancaster County youth always
wear a safety belt when riding in a car
being driven by someone else. In 1996,
95.1% of Lancaster County parent
participants of the Behavioral Risk Factor
Survey who had children aged ten and
under reported that their children
“always" or “nearly always" wore a
safety belt or rode in a child safety seat.
However, local voluntary community-
wide child safety seat checks conducted
in 1997 and 1998 found that over 90%
of the seats inspected were improperly
installed and/or used.

Trauma Registry data for 1997 pro-
vided by BryanLGH Medical Center West
reveals the economic impact of restraint
use. The total hospital cost for re-
strained patients was $1,799,309
compared to $2,705,276 for unre-
strained patients. The average cost per
restrained patient was $19,586 com-
pared to $29,088 for the unrestrained
patient. Increased community-based
educational efforts, such as safety seat
inspection activities, in conjunction with
stronger child passenger safety laws and
continued technological advances will
further decrease the risk of death and
injury to motor vehicle occupants.

Driver- and passenger-side Supple-
mental Restraint Systems (SRS), or air
bags, became standard safety equip-
ment in all vehicles manufactured in the
United States beginning with the 1998
model year. Air bags have demonstrated
their effectiveness by preventing and
reducing the severity of occupant
injuries. Continued advances in air bag
technology will provide even greater
protection for all vehicle occupants.

Alcohol continues to be a leading
factor in MVC-related and mortality.
(Please see the Alcohol and Other Drugs
chapter for more information.)



Leading Causes of Injuries’ Injuries
1. Falls 11,006
2. Motor Vehicle Accidents 5,812
3. Overexertion 4,466
4. Dangerous Tools, Appliances, Machinery 4,108
5. Group Sports 2,641

Leading Number of Days of Hospital Stay? Days
1. Falls 5640
2. Poisonings & Drug Reactions 3494
3. Medical Complications & Misadventures 1538
4. Motor Vehicle Accidents (traffic & nontraffic) 564
5. Suicide & Self Inflicted Injury 437

Leading Causes of Injury Deaths? Deaths
1. Suicide 51
2. Motor Vehicle Accidents (traffic & nontraffic) 37
3. Falls 36
4. Submersion, Suffocation, & Foreign Bodies 11
5. Other Accidents 10

Tables 2-4: Leading
causes of injuries,
length of hospital
stays, cause of
injury deaths;
Lancaster County.

Falls

In 1995, falls resulted in the deaths of
11,275 people nationwide; among those
7,900 were over the age of 65. Mortality
from falls declined by 11% from 1985 to
1995., but among the elderly, the rate
increased slightly. Factors that contrib-
ute to falls include dementia, visual
impairment, neurologic and musculo-
skeletal disabilities, psychoactive medi-
cations, and difficulties with gait and
balance. Environmental hazards such as
slippery surfaces, uneven floors, poor
lighting, loose rugs, unstable furniture,
and objects on floors also may play a
role.

Falls are the leading cause of non-
fatal injury visits to emergency rooms,
accounting for approximately 8 million
visits yearly.? The death rate from falls
among children aged 14 and under
declined by 36% from 1987 to 1996.
However, falls remain the leading cause
of unintentional injury for children.

Head injuries are associated with the
majority of deaths and severe injuries
resulting from falls. More than 80% of
fall-related injuries among children ages
four and under occur in the home.
Among older children, ages 5 to 14,
65% of fall-related injuries occur in the
home and 23% occur at school. Each
year an estimated 211,000 children are
treated in hospital emergency rooms for
playground-related injuries.®

Falls resulted in 21,360 injuries in
Lancaster County between 1992 and
1995. The three most common identifi-
able causes of falls in Lancaster County
were (1) tripping, slipping or stumbling;
(2) falling from playground equipment;
and (3) falling from stairs or steps.3

Falls will continue as a leading cause
of injury until a comprehensive, multi-
disciplinary, epidemiologically-based
prevention effort is established and
maintained.

Fire and Burns

In 1996 in the United States, nearly 800
children aged 14 and under died be-
cause of fire and burn-related injury.
During that same year, nearly 3,000
children aged 14 and under were
treated in emergency rooms across the
country for fireworks-related injuries.®

Nebraska hospitals treated 1,285
burn patients in 1996. The average
length of stay was seven days and
1,033 total patient-days were spent in
Nebraska hospitals due to fires and
burns.' Nearly 2,500 Lancaster County
residents received emergency room
treatment for burn-related injuries
during the 1992-95 four-year period.?
Saint Elizabeth Regional Medical
Center’s Burn Registry documents 590
admissions to its Burn Unit during 1998.
The average patient age was 31 years.
The leading cause of burn unit admis-
sions was contact with hot liquids and
vapors.

Most fire and burn injuries are
categorized as being caused by either
“fire and flames"” or “hot substance or
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object, caustic or corrosive materials,
and steam.” Scald burn injury (caused
by hot liquid or steam) is the most
common type of burn-related injury
among young children, while flame
burns (caused by direct contact with
fire) are more prevalent among older
children.®

The number of Lancaster County burn
victims aged four and under requiring
emergency room treatment increased
from 71 to 135 from 1992 to 1995.3

Suicide

In 1996 suicide was the ninth leading
cause of death in the United States for
all ages. Among adolescents and young
adults (15-24 years of age) in 1997,
suicide was the third leading cause of
death.’

Over 25% of Lancaster youth sur-
veyed for the 1997 Youth Risk Behavior
Survey reported having seriously consid-
ered suicide within the previous 12
months. This percentage was above
both the national (20.5%) and Nebraska
(23%) figures. However, it does repre-
sent a decrease in the rate of youth
considering suicide from 1995 (29.5%).
The Lancaster County suicide death rate
decreased slightly from 1995 (14.0%) to
1997 (12.4%)."

In 1998, there were 180 completed
suicides in Nebraska, making suicide the
state’s ninth leading cause of death. The
most common method of suicide in
Nebraska was the use of firearms.®

Suicide prevention efforts typically
focus on individuals who have at-
tempted suicide and survived. This
strategy tries to prevent further at-
tempts and completion. In Lancaster
County, community and school profes-
sionals are now attempting to identify
high-risk individuals and intervene
before suicidal thoughts become suicide
attempts. An understanding of risk
factors (which include being white,
young, elderly, male, widowed or
divorced, and/or socially isolated or

having made a previous attempt or
having recently experienced the loss of a
loved one or employment) aid in the
identification of high-risk individuals and
in the early detection of potential
suicides.™®

Child Abuse and Neglect

Each day in the United States four
children die from child abuse and 13,700
others are abused and neglected."”
Investigations by state child protec-
tion agencies in 48 states determined
that 1,012,000 children were victims of
child abuse and neglect in 1994. This
figure represents a 27% increase from
1990, when approximately 800,000
children were found to be victims of
maltreatment. During the five-year
period from 1990 through 1994, the
agencies reported that a total of 5,400
children died as a result of abuse or
neglect.'®
In 1997, 8,140 cases of child abuse
and neglect were investigated in Ne-
braska, involving 4,054 children. Since
1985, the number of investigated cases
of child abuse and neglect in Nebraska
has increased 2.4%. A total of 1,519
Lancaster County child abuse and
neglect cases were investigated in 1997.
These cases involved 938 children.®
Several studies suggest that even
more children suffer from abuse or
neglect than are reported in the official
statistics. The Third National Incidence
Study of Child Abuse and Neglect (a
study involving 5,700 community
professionals who come into contact
with children) estimates that almost 44
children per 1,000 in the population may
have been victims of abuse or neglect.'
Progress has been made in identifying
specific risk factors that may predispose
an individual or family to child abuse.
Families identified as at-risk for child
abuse often share common indicators.'®
These indicators are the logical focus of
prevention strategies:
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+ parent(s) who were abused in child-

hood or exposed to abnormal child-

rearing practices

drug and alcohol abuse

mental disability

mental illness

financial or emotional stress

parental expectations that are incon-

sistent with the stage of growth and

development of a child

+ no relief from the care of children for
a parent or guardian.

* 6 6 o o

Successful intervention strategies will
require the combined efforts of educa-
tors, health care professionals, law
enforcement officers, and legislative
officials. Implementing a strategy to
reduce the incidence of child abuse will
require a substantial allocation of both
human and financial resources through-
out the community.

Health Disparities

Unintentional Injury

Unintentional injuries are the second
leading cause of death for Native-
American men and the third leading
cause for Native-American women.
More than 1,000 Native Americans die
from injuries and 10,000 more are
hospitalized for injuries each year.
Among the factors that contribute to
the high rates of death are rural or
isolated living, minimal emergency
medical services, and great distances to
sophisticated trauma care.’

Minority children risk greater injury
and less care (or more expensive care)
than white children. Their families are
more likely to lack health insurance;
have more difficulty obtaining appropri-
ate and necessary medical care; and
have lower incomes, creating significant
financial barriers to care. The children
themselves are more likely to receive
care in hospital emergency rooms, are
less likely to receive life-saving preven-
tive services, and practice fewer safety
behaviors.?

Among children aged 14 and under,
Native-American children have the
highest unintentional injury death rate
in the United States and are two times
more likely to die from unintentional
injury than white children. Factors that
contribute to higher death and injury
among Native-American children are

more strongly associated with economic
conditions than culturally-based differ-
ences in parenting.®

Black children aged 14 and under
have the second highest unintentional
injury death rate in the United States
and are 1.7 times more likely to die from
unintentional injury than White children.
More than 45% of Black children are
poor, which is approximately four times
the poverty rate of White children. In
addition, only 39% of Black children live
with both parents.®

Native-American children aged 14
and under have a motor vehicle occu-
pant death rate two times that of White
children. Restraint use is lower in rural
areas and low-income communities.
Lack of access to affordable child safety
seats contributes to a lower usage rate
among low-income families. However,
of the low-income families who own a
child safety seat, 95% use it.®

Children aged ten and under are
injured from falls at a rate of about
twice that of the total population. Black
children aged 14 and under have a fall-
related death rate that is one and a half
times higher than that of White chil-
dren. Low-income children are more
likely to be injured from falls due to
improper supervision and deficiencies in
the environment, including old and
deteriorating housing.?



9 Unintentional and Intentional Injury

Black children are more than three
times as likely and Native-American
children are more than two times as
likely as White children to die in a fire.
Children aged four and under and
children with disabilities are at the
greatest risk of burn-related death and
injury.® In 1998, 76.7% of all the admis-
sions to the Saint Elizabeth Regional
Medical Center’s Burn Unit were male.
Whites composed 88.8% of the those
admitted to the Burn Unit, followed
distantly by Hispanics at 6.5%.

Intentional Injury

In Lancaster County, the White popula-
tion has a suicide death rate of 12.9%
compared to the Black rate of 10.0%;
Native-American, 9.7%; Asian, 9.6%;
and Hispanic, 8.0%.">

Although Black youth had a lower

suicide rate than have White youth,
from 1986 101995, the rate in 1986 for
Black youths aged 10-19 years increased
from 2.1 to 4.5 in 1995 per 100,000
population — a 114% increase. Suicidal
behavior among all youths has increased
in the United States from 1980-1995;
however, rates for Black youths have
increased more.?°

The race of the majority of those
people either arrested for or victimized
by domestic violence is predominantly
White. However, between 1997 and
1998 the proportion of those arrested
and the victims who were White de-
clined. In 1998, 77% of victims of
domestic assault and protection-order
violations were White, and 61% of the
offenders were White. That compares to
79% of victims and 66% of offenders as
White in 1997.2°

Public Health Infrastructure

Although significant advances in the
field of injury prevention have taken
place during the 1990s, opportunities
for protecting citizens from needless
harm are even greater as we enter the
twenty-first century. Health departments
must be in a position to explore all
possibilities of increasing the safety of
those served.

New and enhanced safety technology,
communication systems, education
strategies, and data management tools
are being developed and must be
incorporated into state and local injury-
control efforts. If the public health
infrastructure cannot support integration
of these resources, most likely communi-
ties will go without, resulting in greater
risks of injury to their populations.

Recommendations

+ Promote mandatory, comprehensive,
community-based, injury prevention
and personal safety programs.
Support conflict-resolution training as
a required class for all university
education majors.

Fund primary prevention programs
that address the need for parents to
raise healthy and safety-minded
adolescents.

Promote the adoption of a primary
safety belt law.

*

*

*

+ Increase capacity for enhancement of
local injury data management (collec-
tion, analysis, and reporting).

+ Develop a comprehensive, multi-
disciplinary strategy to address
community, youth, and family vio-
lence.

+ Increase public awareness of falls as a
preventable injury and design a
comprehensive education campaign
addressing fall prevention.
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Related discussion
or indicators are
located in the
chapters on Healthy
Children, Older
Adults, Toxic and
Hazardous Materials,
Animal Control, and
Alcohol and Other
Drugs.

*

Expand and enhance existing uninten-
tional and intentional injury preven-
tion community networks, partner-
ships, and coalitions.

Create more opportunities for youth
recreation during after-school and
weekend hours.

Incorporate youth mediation and
conflict resolution services into
school, faith, work, and community
activities.

*

Provide training to medical profes-
sionals on fall prevention and balance
for older adults.

Enhance existing bicycle safety
education programs by including rider
safety courses and more strongly
encouraging bicycle helmet use at
community events.

Encourage private/public collabora-
tions to address environmental issues
contributing to injury.

Table 1

1.

Currently no data source.

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998.

1998 data from the Nebraska Office of
Highway Safety.

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998. 1996
data from the National Vital Statistics
System.

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998. 1996
data from the General Estimates System,
National Highway Traffic Safety Administra-
tion.

Lincoln-Lancaster County Health Dept.,
1992-95 data from the Injury Surveillance
System, Emergency Room Records, Lincoln,
NE.

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998. 1995
data from the National Hospital Ambula-
tory Medical Care Survey (NHAMCS).
Nebraska Health and Human Services
System, Data Management Services. 1997
data from the State of Nebraska E-Coded
Hospital Data. Includes inpatient, outpa-
tient, and ambulatory data.
Lincoln-Lancaster County Health Dept.,
Youth Risk Behavior Survey, 1997.

The Buffalo Beach Company, The 1997
Youth Risk Behavior Survey: Summary
Tables of Nebraska Data, 1997.

10.

11.

12.

13.

14.

Lincoln-Lancaster County Health Dept.,
Vital Statistics, 1998.

Nebraska Health and Human Services
System, Vital Statistics Report, 1998.

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998. 1995
data from the National Vital Statistics
System.

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, Sept. 1998. 1995 data
from the National Youth Risk Behavior
Survey.

Nebraska Health and Human Services
System, Department of Regulation and
Licensure, 1997 data from the Protection
and Safety Division.

Tables 2-4

1.

Lancaster County Injury Surveillance
Database (Emergency Room Visits),
1994-95.

Lancaster County Acute Inpatient Hospital
Discharge Data, 1995-96.

Lancaster County Vital Statistics, 1995-96.

Narrative sources

1.

U.S. Dept. of Health and Human Services,
Office of Public Health and Science,
Healthy People 2010 Objectives: Draft for
Public Comment, September 1998.
Institute of Medicine, Reducing the Burden
of Injury, Washington, D.C., 1999.

LLCHD, Unpublished E-Code Medical
Record Data, 1995.

Lincoln/Lancaster County, Nebraska. Family
Violence Council, Report on Domestic
Violence for 1998.
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5.

10.

11.

12.

Nebraska Office of Highway Safety, Motor
Vehicle Data Summary, 1999.

National Safety Council, Defensive Driving
Course Instructor Manual (1998)
Madonna Rehabilitation Hospital Web
Page.

National SAFE KIDS Campaign Injury Fact
Sheet, 1998.

Nebraska Health and Human Services
System, Division of Health Data System:s,
Vital Statistics Report, 1998.

The National Committee for Injury Preven-
tion and Control, U.S. Department of
Health and Human Services,”Injury
Prevention: Meeting the Challenge,”
supplement to the American Journal of
Preventive Medicine 5, no. 3, 1989.
Lincoln-Lancaster County Health Depart-
ment, Healthy People 2000, 1990.
National Committee to Prevent Child
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